In a zero-sum game, one of the participants gains in proportion to the losses of the others. It is a widely held view that private medical practice thrives as (and perhaps because) the NHS declines. Is this correct?
May I start by declaring two conflicts of interest which actually conflict with one another? In 1975, as a final-year medical student, I was a member of MCAPP (The Medical Committee against Private Practice). We, the committed few, used to meet in basement flats in parts of London that then seemed rather dingy but are now almost certainly 'gentrified', highly desirable and most unlikely to be affordable by almost any medical practitioner. We plotted, and may have even conspired, to bring about the downfall of private medical practice. The Secretary of State for Health, Barbara Castle, was all for removing 'pay-beds' from NHS hospitals. Unlikely as it now sounds, the doctors (that is the 99.98% of the profession that did not belong to MCAPP) proved too powerful a lobby . . . the rest is history.
The second conflict relates to loss of virginity-and by that I mean the day I first saw a fee-paying patient as a (newly-appointed) consultant physician. A most distinguished colleague phoned me up (for younger readers, just imagine a time when doctors actually spoke to one another rather than sent an e-mail!) to ask me to see Sheikh someone or other. Rather feebly, I reiterated what I had emphasized at my job interview that what I said about wishing to focus entirely on developing the NHS service was true. Anyway I got to about sentence two, word three of my reply when the great man interjected to say he thought I was talking nonsense and, in any case, the patient was already in a taxi on his way to see me. How are the mightily principled fallen.
That violation was insufficient to change my perspective for several years but was sufficient to throw in doubts where I had always been sure. I had always assumed, almost as an act of faith, that those of my colleagues who were really into private practice in a serious way were there for the money. The problem for me was that, right from the start, it was professionally most rewarding to be able to see a newly-referred (three-day wait for an appointment) patient with altered bowel habit on a Monday, diagnose the colon cancer at colonoscopy on the Tuesday, get the biopsy and CT scan results on the Wednesday, and refer the (fully worked-up) patient for surgery within 48 hours of their first appointment.
The new NHS consultant contract is a godsend for those of us whose commitment to the NHS is total but the hours when we are asked to demonstrate that commitment are now very well-defined. In my 'other' hours, I enjoy a lengthy run, a swim, or maybe a private clinic. I worry about whether I can get a NHS patient referred with probable cancer through to starting treatment within 62 days. In private practice, I'm just as worried if I can't manage that within 62 hours.
Who loses? Not NHS patients, whose speed through the system has been enhanced not least by DoH targets set as a result of unfavourable comparisons with the private sector, as well as almost anywhere else outside the third world. Not private patients, who get the service they expect and pay for. Not the NHS, who gains by ensuring their consultants work to job plan, and (an old one this but no less true) have patient waiting times reduced by the private patients by-passing the system. And, yes, 'tis true. While I would wish my work to be its own reward, I am most reluctantly obliged as a professional to present a fee for my work. Truly, there are no losers.
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Longer appointments for all!
It seem bizarre that if we look at the way that a general practitioners' surgery is planned and organized in 2006, it is not very different from that which existed in 1948 at the creation of the NHS. It is true that the advent of information technology has had a profound impact on the exchange and recording of information but it has had little impact on the process of consultation between patient and doctor. There is a greater team of people working in primary care and patients are able to see and receive care from a greater range of professionals, but in terms of the doctor-patient interaction, much remains the same. In 1948, the average consultation time was five minutes. Until recently it was seven and a half minutes and it may be that it is now nearer ten minutes. Yet the complexity of problems that we deal with are far greater than they were in 1948. Access to investigation and treatments, the information that is presented for each individual consultation, the interventions that are available and the co-ordination of the care that is required are all much greater.
How can we possibly deal with it in the space of a seven and a half minute consultation?
The reality is that we do and we do it imperfectly. An eminent GP 1 once boasted that in actual fact the GP consultation is nearer 47 minutes a year. This was based on the assumption that the average person consults their GP about five times a year for about nine minutes and the consultation is therefore part of an on-going conversation. This takes no account of the fact that the average person will see several GPs a year, albeit as part of the same practice. It seems an incredibly inefficient way to organize
